State pf Calomia—Health snd Hurnan Services Agency

SEE INSTRUCTIONS ON REVERSE SIDE.

PAS/PASARR LEVEL | SCREENING DOCUMENT

Federal Law profnbils payrment for nursing faciily services vl PASTPASARR scresning has been done, This
screening mus! be completed before or on the date of somission or payment cannot be made for care provided.
Fieass complele aff sections of this form that apply excepl for those marked FOR STATE USE ONLY.

ATTACHMENT 1.4

SECTIONS | THROUGH VIl MUST BE COMPLETED. [ Prescreen
Please print or type. ) Status Change
e — —_— — —— — —_— = e — =
. Client Data
1. Mame—Lasl First Middle indtial
2. Miedi-Cal D nomber, 3. Dabe of Birth: 4. Date of Lasi Physical Examinaion:
N 1 1 1 [ I I
MM DD YYTYZY MM DD YYYXY

5. Prmary diagnosis for admission 1o NF:

LEVEL | EVALUATION

il. Why Community Placement is Not an Option
{Check all that apply.)

6. [[J Change in medical, mental, and physical functioning
capability

7. [J Caregiver unavailable
8. (] Community resources unavailable
9. [ Client or family cholce

M. Identifying Criteria for Mental liiness

{Answer yes or no to all questions.)

10. [Jves [JNo Midiagnosis (excluding dementia)
If yos, describe:

11. Sesious difficully within the past 3-8 months in any one of the
following as a result of MI:
a[Jves [JMNe Interpersonal functioning
b.[J¥es [JINc Concentration, persisience, pace
c.[(JYes [JNo Adaptation to change

12. Experiencad one of the following within past two years:
a.[Jves (JNo Hospitalization for psychiatric treatment
b.[JYes [JNe Serious disruption—treatment/supportive

Services
13. [JYes [JNo Referred by County Mental Health

V.

I¥. identifying Criteria for Developmental Disability

(Answer yes or no to each question.)
14. J¥es [JHo MR diagnosis;

15. History of MR/developmental disability?
[(Jves (JMNo Describe:

16. Any presenting evidence to indicate MR?
Oves (JNo Describe:

17. Relemed by regional center?

Oves ([ONe

Level Il Referral Data

{Referral should be malled within five working days of evaluation.)

18. Referral date:

17. a.[J DMH referral required if number 10 shows an M
diagnosis and numbers 11-12 are both answered with at
least one yes answer.

b.[[] DOS referal required if any one of numbers 14—17 are
answersd yes.
c.[J Noreferral necessary.

V. Form Completion

Vil. Receiving Facility

: . rm
Form completed by: Address:
Date of completion: ___ZIP code
Representing facity: Telephone number: Extension
Telephone number: Exension: | FAX number:
Admizsion date:
Viill. DMH Use Only IX. DDS Use Only X. Level ll Completion
Crveride: RC name: Hame:
Diate received: [L+H Title:
Facility number: Dwte; Date:
County number. Btatus: Desterrmirsafion;
Contractor numbes: Disposition: —
Xl. Annual Resident Review Xl. Annual Resident Review Xi. Annual Resident Review
Hame: Hams: Hama:
Titla: Title: Title;
Date: Date: Dale:
Detarmination: Determination: Drtermination:
DHS 6470 (850) White—Patient Chort Yellow—DMH/DDS  Pink—Field Office  Gokdenrod—Facility





